SUMMARY Amoeboma is a rare manifestation of intestinal amoebiasis. More than 90% of patients with intestinal amoebiasis have a history of diarrhoea. This report describes the case of a 60-year-old patient who presented with a right iliac fossa (RIF) mass with normal bowel habits and was eventually diagnosed with an amoeboma. In developing countries, a traditional differential diagnosis for an RIF mass is an amoeboma, but its incidence is declining. Hence this treatable condition is often overlooked in the differential diagnosis of an RIF mass. This case report emphasises that amoeboma still exists and should be considered in a patient with an RIF mass.
BACKGROUND
Amoeboma is a tumour-like mass involving the whole thickness of the bowel wall and is a rare manifestation of amoebiasis. Many case reports describe amoeboma diagnosed only in the surgical specimen after surgery to treat malignancy. Hence it is extremely important to consider the possibility of amoeboma in any patient with a right iliac fossa mass, although its incidence seems to be declining. Furthermore, it is essential to keep the differential diagnosis of amoebiasis in mind even among those without colonic symptoms, as in our patient.
CASE PRESENTATION
A 60-year-old man attended our outpatient clinic with the chief complaints of right lower quadrant pain and fever of 4 days' duration. There was no history of diarrhoea or the passage of blood or mucus in the stools. General examination was unremarkable, but physical examination of the abdomen revealed a 4×3 cm firm, tender, mobile lump in the right lower quadrant. Blood investigations showed an elevated leucocyte count of 12 900. Ultrasonography (USG) of the abdomen, which had been performed elsewhere, showed thickening of the caecal and ascending colon wall. A contrast-enhanced CT of the abdomen at our institution confirmed the USG findings (figure 1). Colonoscopy showed ulcerations starting from the hepatic flexure and extending down to involve the ascending colon, caecum and the ileocaecal valve, with yellowish white exudates overlying the ulcers (figure 2). The rest of the colon including the rectum was normal. Biopsy of the involved areas of the colon revealed multiple trophozoites of Entamoeba histolytica (figure 3). The patient was started on treatment with parenteral metronidazole and within 48 h there was a dramatic response with resolution of symptoms and the beginning of a decrease in mass size; the mass had completely disappeared by discharge 7 days later. Despite repeated questioning until discharge, the patient was emphatic that he had never experienced an episode of diarrhoea during the previous year.
OUTCOME AND FOLLOW-UP
Patient is still being followed up and has been totally asymptomatic for the past 2 years.
DISCUSSION
Amoebiasis is caused by the protozoan parasite E. histolytica. The infection is acquired by ingestion of food and water contaminated with cysts of the organism. Each cyst after ingestion develops into eight trophozoites in the small intestine. The trophozoites then invade the colonic epithelium and can access the blood stream and infect various organs. Most infections are either mild or asymptomatic, with only 10% of patients developing invasive amoebiasis. Some of the risk factors identified for the development of invasive amoebiasis include young age, pregnancy, glucocorticosteroid ingestion, malignancy, malnutrition and alcoholism. 1 2 The colon and the liver are the most commonly affected organs. In the colon, trophozoites of the parasite generally invade the mucosa and cause ulceration, which is typically described as flask-shaped because of lateral extension. Rarely, an exophytic, ulcerated inflammatory mass mimicking a malignancy can develop. This is known as an amoeboma and was a wellknown, although infrequent clinical entity that appears to be declining in frequency. In a study by Cardoso et al, 3 the incidence of amoeboma was found to be 1.5% among patients with invasive amoebiasis. However, recent references to an amoeboma are extremely scarce and only in the form of anecdotal case reports. A possible reason for this decline might be improved sanitation and hygiene and also the indiscriminate use of imidazoles.
The commonest location for an amoeboma is the caecum. The most common clinical differential diagnoses include an appendicular mass, colonic malignancy or Crohn's disease. Although the history was very short and hence atypical, a caecal malignancy was the working diagnosis in our patient. Colonoscopic findings in intestinal amoebiasis are nondiagnostic; erythaema, oedema, myriad ulcers as in ulcerative colitis, and punctate ulcers separated by relatively normal mucosa and with a 'poached egg' appearance, can be seen. 4 5 The gold standard for diagnosing amoebic colitis is the performance a colonoscopy and demonstration of trophozoites of E. histolytica in tissue biopsies taken from the lesions seen on endoscopy. Identification of the organism is better on periodic acid-Schiff staining of the biopsy specimen, which stains trophozoites magenta. Other non-invasive methods for diagnosing intestinal amoebiasis include demonstration of trophozoites with ingested erythrocytes (haematophagous trophozoites) in stool samples, serum anti-amoebic antibody, PCR and ELISA that can detect amoebic lectin antigen in stool samples, and a stool culture with isoenzyme analysis. Stool ELISA for amoebic lectin is the most specific clinically available test and has a sensitivity of 85% and specificity of 90% in a freshly prepared stool sample. Stool microscopy is unreliable (sensitivity of 60%) and is affected by storage of the stool sample.
Amoeboma can be managed medically with a course of amoebicidal drugs such as metronidazole given for 10-14 days. However, amoebomas are most often diagnosed only in the surgical specimens of patients following surgery for a presumptive diagnosis of malignancy. Hence it is extremely important that amoeboma should always diagnosed preoperatively so that surgery can be avoided in most of these medically treatable cases. 6 In our patient, the mass completely disappeared within 7 days of initiation of a 14-day course of metronidazole, which the patient completed.
Learning points
▸ Amoeboma is a rare entity that is seldom considered nowadays in patients presenting with an abdominal mass. ▸ Our case demonstrates that amoeboma stills exists and should be a differential diagnosis in any patient with an abdominal mass. ▸ The diagnosis of amoebiasis should be considered even in patients without a recent history of diarrhoea. 
